Two cases of intestinal spirochaetosis are described. The first case improved with treatment while the second case improved spontaneously without any intervention. Controversy over treatment and pathogenicity of intestinal spirochaetosis is discussed with review of previous publications.
Introduction
Infection of the human gastrointestinal tract by spirochaetes has been recognized for a long time, though their pathogenicity remains unclear. Spirochaetes have been found in the faeces of apparently healthy individuals with Fantham' reporting an incidence of 1.2% among British soldiers. This incidence increased to 30% in Chicago2 and approached 100% in West Africa3 illustrating wide geographical variation. In hospital patients undergoing rectal biopsy, the prevalence of 'rectal spirochaetosis' was found to range from 1.9%4 to 6.9%.5 Increased incidence has also been reported in homosexual men with a history of anal intercourse6 but the relationship of these spirochaetes to intestinal disease remains unclear due to co-existence of other known pathogens. Some reports have suggested that 'intestinal spirochaetosis', the overgrowth of these organisms in rectum and colon, is associated with various abdominal symptoms including pain, diarrhoea and rectal bleeding7'8 which will respond to treatment.9 '10 We report two cases of intestinal spirochaetosis which illustrate that heavy colonic involvement can occur with minimal involvement and even sparing of the rectum, and that treatment is indicated with prolonged symptoms. colonoscopy with multiple biopsies showed extensive spirochaetes infection throughout the whole large bowel from rectum to caecum. Attempts to culture these organisms according to the method described by However, Gad et al."7 reported four cases of longstanding diarrhoea in which intestinal spirochaetosis was the only pathologic finding and diarrhoea disappeared after treatment with neomycin. Douglas and Crucioli8 attributed two cases of acute diarrhoea and rectal bleeding to intestinal spirochaetosis because both cases improved after treatment with metronidazole. They proposed that, being a treatable cause, spirochaetes should be looked for in all rectal biopsies. Cotton et al. ' 8 also suggested that spirochaetosis should be borne in mind when any homosexual patients present with unexplained diarrhoea and rectal bleeding.
Further supports to the invasive tendency and pathogenicity of spirochaetes were offered by The temporal relationship between the disappearance of spirochaetes and symptomatic improvement in both patients reported here gives circumstantial support to a pathological role for these organisms. The distribution of infection in our first case illustrates that intestinal spirochaetosis does not necessarily involve the whole large bowel in a uniform manner. Absence of spirochaetes on rectal biopsy does not rule out more proximal infection. Hence, it is potentially misleading to consider infection of rectum, 'rectal spirochaetosis', to be synonymous with 'intestinal spirochaetosis' which implies much more extensive involvement. In retrospect, we should have perhaps treated our first case earlier; but our second case demonstrates convincingly that spontaneous and complete clearance of intestinal spirochaetes can occur without any medical intervention. The difference in the outcome of these two cases cannot be explained by the extent of infection because microscopic findings clearly showed that our second patient had a much more extensive involvement.
Review of the literature failed to identify any objective criteria which offers guidance on when therapeutic intervention is indicated. In fact, some major gastrointestinal textbooks contain only minimal information on intestinal spirochaetosis and have not included it as one of the differential diagnosis of diarrhoea and rectal bleeding.
In conclusion, our two cases offer support that human intestinal spirochaetes are enteropathic and hence intestinal spirochaetosis should be excluded when dealing with patients with diarrhoea and rectal bleeding. Furthermore, absence of spirochaetes on rectal biopsy only excludes rectal spirochaetosis but not intestinal spirochaetosis which requires examination with multiple biopsies by flexible sigmoidoscopy and/or colonoscopy. Lastly, treatment of intestinal spirochaetosis should be guided by the presence of persistent symptoms and not by the extent of colorectal infection.
